continued to have repeated aspirations from her chest every few days with no beneficial effect so 0 5 ml C parvum was given intrapleurally followed by a further 0 5 ml C parvum three days later. The patient showed little reaction to this dose. One week later a further 1 ml of C parvum was given intrapleurally through an intrathoracic tube draining the effusion. Having cleared the intrathoracic tube with 10 ml of saline and then mixed the 1 ml C parvum in 5 ml of saline, this amount was injected followed by a further 10 ml of saline up the tube to make sure that the whole dose went into the pleural cavity. The drain was kept in for three days afterwards so that the fluid could continue to be removed. She developed severe pain in her chest. Sixteen days after the start of C parvum treatment the pleural fluid showed no melanoma cells but there had not been the usual degree of polymorph reaction so 2 ml C parvum was given intrapleurally. After this inoculation she had a higher temperature of just over 38 9--C for two days. It then subsided gradually and was normal five days later. Clearly the fluid was not reforming, although the polymorph response did not increase. The chest radiograph still showed fluid but it had not increased at all. She was discharged home feeling very much better with the radiographical appearances much improved. She was readmitted and died six weeks after starting C parvum treatment. Fluid had not recurred.
At necropsy the right pleural cavity contained 30 ml of clear fluid. Poliklinik der Universitat Tubingen 74, Tubingen, Germany) after he had found fibrinous deposits on the peritoneum and some stenosis of the ileum at necropsy in a patient who had had malignant melanotic ascites and had been treated with C parvum. His patient had developed a paralytic ileus before death. None of our patients did, in fact, develop clinical intestinal obstruction. The spleens that were examined showed a reactive state with plasma cell and polymorph infiltration. This may have indicated an immunological response.
We did not determine an optimum dose of C parvum, but 2 ml produced an appropriate response without an unduly unpleasant reaction for the patient. Our difficulty in case 1 was how to use the C parvum after the ascites had been cured. No more C parvum was given until she relapsed, but monthly doses of C parvum might have delayed the relapse. In case 4, however, C parvum 1 ml was given on two occasions at weekly intervals starting seven days after the operation. In spite of this a malignant pleural effusion occurred within three weeks followed very quickly by a large abdominal effusion. This suggests that C parvum is much more beneficial when introduced at the site of tumour activity. In case 4 the right pleural effusion was treated, with the result that it and the number of malignant cells within it were greatly reduced, whereas the untreated left pleural effusion at necropsy was large, blood-stained, and had 80 clumps of malignant cells per cytospin preparation. Certainly the C parvum produced the fibrinous pleural adhesions and reduced the number of malignant cells. In most cases C parvum produced a polymorph reaction in the ascitic fluid, which became lymphocytic. Reduction in the fluid did, however, occur without a polymorph reaction taking place. A polymorph reaction was not a feature of the response to subsequent injections of C parvum; this was clearly shown in case 1 on readmission, when a very distended abdomen with loculated ascites settled well on the reintroduction of intraperitoneal C parvum; there was no polymorph response but a clear reduction in the number of malignant cells. It therefore seems likely that C parvum has a more direct effect as well as the inflammatory response that inhibits the malignant effusions. This appears to make it more effective than other substances, whose chief mode of action is probably the simple irritant effect they produce.
We thank the physicians and surgeons of St Thomas's Hospital who asked our help in trying to treat these patients and also the pathologists who performed the necropsies. We are also grateful to the Wellcome Research Laboratories for supplying the C parvum.
Reference 1 Scott, M T, Seminars in Onicology, 1974 , 1, 367. (Accepted 6 December 1977 SHORT REPORTS Arteriovenous fistula after hair transplantation Hair transplantation for baldness has been used for many years and is now the most common cosmetic operation for men. Various procedures have been described, including the use of rotation flaps and of bipedicle and monopedicle hair-bearing flaps and partial excision of full segments of hairless skin. The simplest, most effective, and most popular method is the punch-graft technique, in which small cylinders of autologous, full-thickness skin from hair-bearing areas are transplanted to bald areas by means of a skin biopsy punch. This technique may be carried out under local anaesthesia and is said to have relatively few complications; we, however, report a rare exception.
Case report
Thc patient, a 34-year-old man, had suffered from progressive premature baldness since his early 20s. For three years he had attended a private hair transplant clinic, during which he had undergone eight punch-graft operations. On the last occasion the donor area was the right temporal region.
Eighteen months after completing the treatment he presented at our vascular clinic with a nine-month history of buzzing in his right ear. This was associated with throbbing in the right auricular region. Both symptoms had gradually increased in severity, and over the previous two months he had noticed a swelling above the right ear, which was more prominent during exertion. There was also some blurring of vision in the right eye.
Clinically he was normotensive. The right superficial temporal vessels were dilated and tortuous, and there was a prominent pulsation about 5 cm above his ear. A thrill was easily palpable, and a continuous bruit with systolic accentuation was heard. Ophthalmic examination showed nothing abnormal. At operation the arteriovenous fistula was approached by reflecting a temporal flap, as in the standard burr-hole procedure. The fistula was localised in the middle of the reflected flap, and a non-crushing intestinal clamp across the base of the flap provided complete haemostasis (see fig). 
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Above: Arteriovenous fistula at operation. Non-crushing intestinal clamp across base of reflected temporal flap providing complete haemostasis.
Below: Appearance several days after operation. No distension of superficial temporal vessels or evidence of arteriovenous fistula present. Donor sites on temporal region and transplanted patches of skin above forehead clearly visible.
The fistula was dissected out from the deep surface of the flap in a bloodless field and the flap replaced. After operation all the symptoms and signs, including the blurring of vision, disappeared.
Comment
The technique of transplanting autologous, full-thickness punch grafts from a hairy donor area to a bald recipient area has become increasingly popular because of its simplicity and the few subsequent complications.'-:' Mild discomfort, numbness, or altered sensation around the affected sites may be expected for a while after the operation. Hypertrophic scar or keloid formation occurs in one in 1000 cases,3 and a raised punch graft with a cobblestone appearance may sometimes result.4 The postoperative complication of arteriovenous fistula has been reported once previously5 but is thought to be extremely rare.3 In the case described excision of the fistula and ligation of the vessels contributing to it cured the symptoms completely.
We are grateful to Mr R F Rintoul, Nevill Hall Hospital, Abergavenny, for referring the patient to us, and to the department of medical illustrations for the photographs.
Cronin, T D, Plastic and Reconstructive Surgery, 1968, 42, 446. 2 Stough, D B, Plastic and Reconstructive Surge-y, 1968, 42, 450. 3 Orentrich, N, Surgical Clinics of North America, 1971, 51, 511. Vallis Case report A 38-year-old woman presented in July 1976 with six months' exertional dyspnoea and abdominal swelling. At the age of 6 years a chest x-ray film had shown a mediastinal mass which was presumed to be malignant. She had received 10 sessions of thoracic radiotherapy, which caused severe radiation burns on the anterior chest wall. Details of the dose given are not available. At age 12 she had been found to have a systolic murmur. A chest x-ray film had shown a dilated aorta and she was therefore investigated. Cardiac catheterisation showed normal pressures, and angiography showed an aneurysm of the descending aorta. She moved to Leeds, where she was seen during pregnancy at 23 years. A moderately loud systolic murmur was heard in the pulmonary area but no other abnormality was found by a cardiologist. After a normal pregnancy a chest x-ray film showed a calcified aortic aneurysm.
On examination in 1976 she had pigmentation and scarring of the chest. The blood pressure was 130/80 mm Hg, and there was no paradox. The jugular venous pressure was raised to the angle of the jaw, with a sharp y descent. A systolic murmur was heard, maximal in the pulmonary area. The liver was enlarged and there was moderate ascites. The electrocardiogram showed widespread T-wave. inversion, and the chest x-ray film showed a normal sized heart and a calcified thoracic aortic aneurysm. Cardiac catheterisation showed a characteristic dip and plateau in both the right and left ventricles, with a higher end-diastolic pressure on the left. Left ventriculography showed normal results.
Subtotal pericardiectomy was then performed. The pericardium was thickened and adherent to the myocardium and microscopically showed postirradiation changes. A small calcified aortic aneurysm was also found. Her postoperative course was uneventful and one year later the features of constriction had regressed.
Discussion
In a retrospective survey evidence of radiation-induced heart disease was found clinically, or post mortem, in nearly 7 % of patients after thoracic radiotherapy for Hodgkin's disease.2 The clinical presentation, predominantly due to pericardial-disease, was within five years in all cases.2 A further series confirmed that radiationinduced pericarditis is related to the dose given.3 In a prospective clinical study in which low doses of radiotherapy were used no overt heart disease was detected.' Documented cases of constrictive pericarditis are uncommon, and they have a poor prognosis, without obvious benefit from surgery. This is probably due to the extensive underlying myocardial fibrosis
